Backgroun& Laparoscopic cholecystectomy (LC) is taking the place of an effective and tested procedure in surgery, therefore it must not be inferior to the standard modality in any aspect. Some complications specific to the technique, however, are severe and complication rate seem to be higher than in standard open surgery.
INTRODUCTION
In the past few years LC has become the procedure of choice for the management of biliary stone disease. Specific or non-specific complications are said to occur in 3-7% of cases (Berry et figure, however, it must be noted that some complications may be more common after LC than after the standard open procedure, which is a basis for concern. For a new surgical method to gain acceptance is always difficult but the introduction of LC raises an ethical dilemma as well. Open cholecystectomy has been an effective, tried 56 P. SCHMIDT et al.
and tested method; the newer treatment must not be inferior to the old one in any aspect.
In reviewing literature, it is obvious that results in relationship to applying LC have been improving. In order to minimize the occurrence of avoidable complications, it is important to draw conclusions from the fallacies of this surgical technique.
The aim of the present paper is to retrospectively assess bile duct injuries in order to reduce their occurrence and assist their early detection and successful management. (Table IV) .
MATERIALS AND METHODS

In
In these cases, according to surgical records about LCs, technical difficulties were encountered only in five cases, whereas 8 operations were accomplished without any difficulties. (The site and type of injuries are shown in Table V.) Two punctiform ductal injuries were repaired with two sutures, and an uneventful recovery followed. In four cases T-tube drainage of the site of the injury facilitated recovery without complications. In two cases subhepatic biloma was recognized and drained but drainage was of acute help only; a subsequent stricture developed in the site of the injury. Hepatico-jejunostomy was accomplished with success in one case, but in the other case the stricture reappeared. In this latter case, repetition of hepatico-jejunostomy and continuous Voelcker drainage facilitated the patient's recovery. In three cases after removal of the T-tube from the site of the injury a stricture developed. Hepaticojejunostomy was successfully performed in two cases, whereas in the third case choledochoplasty and prolonged T-tube drainage were the scenario of managing the stricture. In one fatal case, after transsection, bilio-biliary reconstruction and Voelcker drainage preceded the development of a stricture. This was followed by two hepaticojejunostomies, indicated by stricture and anastomosis insufficiency. Following the exposure of local abscesses the patient died of sepsis. In one case the effectiveness of the T-tube placed in the punctiform injury could not be evaluated because the readmitted and reoperated patient died on the day of reoperation, that is, on the th day after initial surgery (Table VI) . between the injury and current conduction According to large series, the incidence of ductal through the opened cystic duct to the junction of injuries is 0.3-0.7% (Wayand et In case of small punctiform injuries direct sutures can be performed with success.
T-tube insertion is the best procedure in the case of small tangential lack of tissue but in the case of large tissue defect we consider the biliodigestive anastomosis as the most appropriate technique.
The prognosis for injuries detected intraoperatively and managed as soon as possible can be regarded as fairly good. In the cases where the injury is detected delayed, however, the number of complications, following reoperation, seem to be quite frequent.
Long established practice and experience help reduce the number of complications to the level in standard open surgery. The fairly low 0.14% frequency rate of ductal injuries, which had been achieved gradually by the last period of our series, underlines this statement.
